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THE DIVISION OF HEALTH OF MISSOURI

! 18 1
BT e
USPDEC 181950  sTANDARD CERTIFICATE OF DEATH suie rie o FODAT.
"BIRTH NO, REG. DIST. NO. gi‘-ﬁ PRIMARY REG. DIST. M-ié_é&h Kegistrar's No.. ’Qf
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where decoassd lived. If inatitotion: reshlatos before
- UN . - on).
&N Iren . * STAE . Missouri T AT AdST
. b Ccl;lF;Y (I outeids corpurate limits, writa RURAL and give & LENGTH OF || «. cg’g (N cmmmids corporate limits, write RURAL scd give townmhip) ’ U
“town -Rural, Arcadia “™|T23YPY| wown Rural, Arcagia
d. FULL NAME OF (f not-in b give streot ndd or loeatjon) d. STREET [154 mﬂl dn
HOSPITAL OR ADD EY
NSFTUTION 2 mile east of Ironton RESS = mi. SEOF Ironton
3 NAME OF . & (First) . . b. (Middie) c. {Last) 4. DATE (Month) (D
DECEASED o sy} (Year)
(Typeor ity NANNIE ESTELLA McGEE oOE. Nov, 25 1950
5. SEX ) 6. COLOR OR RACE | 7. m\DRCmED. gis‘\fgs héISRRIED. 8. DATE OF BIRTH 9. AGE (In years| i UNDER 1| TEAR | FF o & wms,
X (Bpecity) laat bigghday) | AS B Min.
fem white widowed #&— | Jan. 25 1887 10 B |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE o aon
dons during moag of working li(.f(:.b:v:xixnl?r:dr:dt ° DUSTRY (Biate o1 forsign srvow) 1{%@%&:"?[: WHAT
Ky.
13a. FATHER'S MNAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William T. Richarddqon Betty Puckett Moody McGee
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURErg 17. iNFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, 85, or cnknown I . w: .
e | e er duenclwervion no Mrs. Elmer Mayes Ironton Mo,
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION . INTERVAL BETWEEN

*Thiz does not mean

the mode of dying, euch | Aforbid conditions, if any, gicing DUE TO (b)
as heart fallure, asthenia, rise to the abore cause (o) stating .
de. It meanstthe dis- the underiping cause laat. - .- . . T C o e———— .-

| Enter onlyonecauseper | |, DISEASE OR CONDITION - 0"557‘0 DEATH
line for (a), (b), and (c) DIRECTLY LEADING TO DEATH'(
—_— 1
- ANTECEDENT CAUSES ( M} W‘&)

case, infury, or complica- DUE TG (c)
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS = .- - | I -
Conditions contributing to the death but niol ) / é‘/ x
related to the diseate or condition causing dealh.
192, DATE OF OPERA. | 135, MAJOR FINDINGS OF OPERATION e K 20. AUTOPSY?
May /950 wicspratle Carsicoma 0f sLomach) ves 0 oK
ﬂn. ACCIDENT - T (Bpectyy 21b. PLACEOF INJURY (l.'..h:orlbauf 2lc, (CITY, TOWN, OR TOWNSHIP) . (COUNTY} {STATE)
SWNCIDE bome, farm, Iactory, sirest, office bldg., 0. o . .o
HOMICIDE '
214. TIME (Month) (Day) (Year) (Hound. | Zle. INJURY OCCURRED } 2if. HOW DID INJURY OCCUR?
- OF WHILEAT[] MOTWHELE
INURY . = AT WORK .
2 ] kereby certify that 1 nltcnded the deceased from /&= 2© 195Y o // é 6 i 19_‘5 that I last saw the deceased

“alive on .#_.Q_..__._ 195° , and ihai death occurred af _L.Bﬂ from tha ‘causes and on the date stefed above.

™y S! 9;, (Degren or title)_ | 23b. ADDRESS Zc. DATE SIGNED
; ; 9 LGt .LQ:’) Lroate 2. /7,8800 r/ _ //-3%-50

24a. BURIAL CREMA- | 24b. DATE mmz OF CEMETERY OR CREMATORY  |.24d. LOCATION (City, town, or count§F "3~ ﬁ'étm)
Oristy| 11-27-s0 Pilot Knob Cemetery | Pilot Knob Missouri

WRITE PLAINLY—USING UNFADING BLACK INE-—MAEKE A PERMANENT RECORD

=—'£(‘"]qu;§& : 7&(/44% be ﬁner l
o | ‘  Wleramd Embeier’s oo Reverse Side)

REC'D LOCAL ISTRAR FUII.IAL Dlﬁlc‘lﬂ! 3 SiCM RE’
s REG S SIGNATURE /a?.g I ome Tron%on Mo.




RECEIVED

DEC 16 1950

DISTRICT HEALTH OFFICE No. G
D N e

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by— ...

........ . Student Embalmesr ¥o.
working under my personal supervision. '

SEUGENE 1ereneerannernnnsoneosnroneennnnnns _ . Signe_d...w.. —t <
Student Embalmer )

Licensed Embalmer No. S5.C7. .

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fm'lure to comply with
the above constitutes grounds for fevocation of license,)

If this body i is not embalmed, fact ‘should be so stated above. . ’ L




